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Initial Comments

This is a Report of a Biennial Follow-up Survey
conducted by Ed Miller and Bob Getchell on
November 19, 2015.

Some of the previously cited deficiencies have
not been corrected and will require further action.

Housekeeping and Furnishings-Clean, Repaired

SECTION .0300 - PHYSICAL PLANT
10ANCAC 13F .0306 HOUSEKEEPING AND
FURNISHINGS

(a) Adult care homes shall:

(1) have walls, ceilings, and floors or floor
coverings kept clean and in good repair;

(2) have no chronic unpleasant odors;

(3) have furniture clean and in good repair;

(e) This Rule shall apply to new and existing
facilities.

This Rule is not met as evidenced by:

I. The facility has failed to meet the rule for
keeping walls, ceilings and floors in good repair.
There is a pattern of wall, ceiling, floors and doors
in need of maintenance, and repair including but
not limited to specific examples as listed below.

3. Facility - There is a pattern of floor areas
stained with wax build up and wax build up
around the bottom of door frames.

Findings from 11/19/2015

Although the floors have been waxed recently, it
appears they were not cleaned properly prior to
waxing as hair, dirt, and other items are
embedded into the wax. (Contracts are about
about to be signed)
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